Perceived quality of healthcare delivery in a rural District of Ghana by Turkson, P.K
 
 
June 2009     Volume 43, Number 2   GHANA MEDICAL JOURNAL 
65 
 
PERCEIVED QUALITY OF HEALTHCARE DELIVERY IN A RURAL 
DISTRICT OF GHANA 
 
P. K. TURKSON 
University of Cape Coast, University Post Office, Cape Coast, Ghana 
 
Author for correspondence: Professor Paa Kobina Turkson Email: kobbiecc@yahoo.com   
Conflict of interest: None declared 
 
SUMMARY 
Objective: The study aimed at finding out clients’ per-
ceptions of the quality of healthcare delivery at the 
district level in rural Ghana, using the Komenda-Edina-
Eguafo-Abrem District as a case study.  
Design: 803 patients were purposively selected and 
interviewed after visits to health facilities using a pre-
tested questionnaire, while focus group discussions 
were held in 13 communities. The study was done be-
tween October 2003 and August 2004. 
Results: The majority of respondents (70%) were fe-
males. The mean expected maximum waiting time for 
seeking medical help was 1 hr. About 98% said they 
were asked to explain their problem. However, lower 
proportions, 74%, 43% and 46% were physically ex-
amined, told what was wrong, or given advice about 
their illness, respectively. About 90% of the respon-
dents were satisfied or very satisfied with the care 
given during their visit to the health facility. The par-
ticipants perceived poor attitude of some health work-
ers, long waiting times, high cost of services, inade-
quate staff, policy of payment for health services, fre-
quent referrals to hospitals, and lack of ambulances at 
facilities as being detrimental to effective delivery of 
quality healthcare.  
Conclusions: The study found that generally the qual-
ity of healthcare delivery was perceived to be high for 
most of the indicators used. There were, however, 
some concerns that patients were not told the diagnosis 
or informed about the management of their illness. 
These need to be addressed. The level of satisfaction 
with quality of healthcare was high. 
 
Keywords: Perception, Primary healthcare, Quality 
care, Ghana, Patient satisfaction, Healthcare delivery. 
 
INTRODUCTION 
The Ministry of Health (MOH) in Ghana has been con-
cerned about quality of care, but improvements in qual-
ity have been slow partly because quality improvement 
activities have received inadequate priority.1 There 
have been efforts to research into quality of healthcare 
and institutionalisation of quality assurance in Ghana-
ian health facilities. These were initiated through a 
project from 1993-1996 and then 1998-1999 in the 
Upper West Region and some facilities in Eastern and 
Volta Regions.2, 3 There continue to be complaints 
about the quality of care given by health workers or 
received by clients.  
 
Poor quality of healthcare results in loss of customers, 
lives, revenue, material resources, time, morale, staff, 
recognition, trust and respect4 and in individual and 
communities’ apathy towards health services, all of 
which contribute to lowered effectiveness and effi-
ciency. The MOH has identified improving the quality 
of healthcare as one its five key objectives of health 
sector reforms in Ghana.  It envisages that quality of 
care might be improved through paying more attention 
to the perspectives of clients, improving the competen-
cies and skills of providers and improving working 
environment by better management, provision of medi-
cal equipment and supplies and motivation of staff.5 
 
It has been suggested that if health programmes are to 
succeed in resource-poor countries, it is important to 
get the opinions of the local people in addition to their 
degree of satisfaction with available services. 6 The 
patient’s perception of quality of care is critical to un-
derstanding the relationship between quality of care 
and utilisation of health services and is now considered 
an outcome of healthcare delivery.7, 8 
 
The objective of the study was to identify patient, 
community, staff and operational problems constrain-
ing the effectiveness and efficiency of healthcare deliv-
ery at the district level. An assessment of the perform-
ance of the health sector at the district level from the 
clients’ perspective would likely reveal certain con-
straints to provision of quality care and would provide 
an opportunity for the prioritisation and institutionali-
sation of a quality assurance programme to help the 
health sector achieve its goal of better health and 
healthcare for rural dwellers.  
 
The study explored the perceptions of patients regard-
ing quality of healthcare received, so as to identify ar-
eas for possible intervention to help improve patient 
satisfaction with healthcare delivery in the district.  
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Understanding the determinants of client satisfaction 
will help policy and decision-makers to plan and im-
plement programmes that meet the needs of patients as 
perceived by users of health services. 
 
METHODS 
The study area was chosen primarily because it is typi-
cally rural with over 70% of the population in the rural 
areas. The Komenda-Edina-Eguafo-Abrem (KEEA) 
District is found in the Central Region of Ghana. It 
covers 391 square kilometres and is bordered on the 
northeast by Twifo-Heman Lower Denkyira District. 
To the northwest is Mpoho Wassa District in the West-
ern Region, to the east is Cape Coast District and to the 
west is Shama-Ahanta East District in the Western Re-
gion. The southern border is made up by the sea (the 
Gulf of Guinea). It has 5 traditional councils, namely 
Edina, Komenda, Eguafo, Abrem and Agona with a 
total population of about 118,000 as at 2002. 
 
The district has 1 specialist hospital for skin problems, 
4 health centres/post/clinics, 1 private medical practi-
tioner, 2 private maternity homes and 1 community 
clinic. Health services are provided at two levels. Level 
A services are provided by community health workers 
trained as health educators. These assist Ghana Health 
Service workers in educating communities on health 
promotion and disease control/surveillance. Commu-
nity health officers are involved in community-based 
health planning and services in 3 zones. The level B 
services are provided at health centres and posts where 
minor ailments are treated. Programmes carried out at 
level B include immunization, health education, coun-
selling including family planning, disease control, an-
tenatal and postnatal care services, and supervision of 
level A workers. There is no level C facility so compli-
cated cases are referred outside the district. 
 
Data collection, processing and analyses 
The methods used were exit interviews in all the health 
facilities and focus group discussions (FGDs) in some 
communities. A total of 803 patients (made up as fol-
lows: Komenda Health Centre, 107; Elmina Health 
Centre 240; Agona Health Centre, 99; Ankaful Hospi-
tal, 99; Kissi Health Centre, 258) were interviewed 
immediately after contact with health services/facility 
in November-December 2003 in the health facility. 
Consecutive patients were approached after leaving the 
dispensary and asked for consent to be interviewed 
with assurance of no retribution for non-participation. 
Those unwilling to participate were excluded.  
Information on satisfaction or dissatisfaction with the 
services received, and perceptions and experiences of 
healthcare delivery were solicited using a question-
naire.  
 
Prior to the questionnaire administration, 10 data col-
lectors were trained to understand the questionnaire, 
role play as interviewer and interviewee, agree on a 
common translation of questions into the local lan-
guage (Fanti) and pre-test the questionnaire on 10 pa-
tients at the Elmina Health Centre. The questionnaire 
had 32 questions (with 23 closed) and took about 20 
minutes on average to administer. The questions cov-
ered socio-demographic issues, waiting time and inter-
actions with service providers. Others were on assess-
ment of cleanliness of the facility, satisfaction with 
visit and availability of prescribed drugs. Procedures at 
the health facilities were also observed surreptitiously 
to crosscheck clients’ perception of attitudes and wait-
ing times. 
 
Focus Group Discussions (FGDs) were held in 13 
communities chosen randomly out of 158 communities 
in June and July 2004. The names of the 13 communi-
ties were picked from a box with the names of all the 
158 communities. The FGDs provided information on 
the community’s perceptions of issues related to health 
problems, healthcare and service performance and sup-
ported some of the findings from the exit interviews. 
The participants were community members chosen by 
health volunteers in the various communities based 
mainly on gender balance, use of health services and 
availability of the participant. The number of partici-
pants ranged from 8-12 in a community. Proceedings 
of the discussions were taped after permission was 
sought from the participants. 
 
Data analysis 
Data entry and analyses involving mainly frequencies, 
percentages, means and standard deviations were done 
using Statistical Package for Social Sciences (SPSS) 
version 11.0.0 for windows (SPSS Inc., Chicago, IL, 
USA). for the exit interviews. For the FGDs, the taped 
proceedings were transcribed and compared with re-
corder’s notes taken during the discussions to ensure 
reasonable accuracy of transcriptions. For the questions 
dealing with satisfaction, only the percentages in the 
“very satisfied” class (top box) were used for compari-
son. This is known as the “top-box method” and is used 
to increase sensitivity in scored scale items.9 
 
Sources of bias/limitations 
As with most rapid appraisal methods, a major source 
of bias was using purposive or convenience sampling 
so that extrapolations to other populations might not be 
entirely appropriate. The use of interviews, FGDs and 
observations was aimed at crosschecking findings from 
each source. Translating some questions or words from 
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This resulted sometimes in the interviewer posing lead-
ing questions or probing much more. To reduce these, a 
common translation was adopted for the data collectors 
to use.  
 
The major ethical issue encountered was confidential-
ity of the patients and also of the health centres. This 
was ensured by leaving out patient identities from the 
questionnaires and aggregating the results at the district 
level. Similarly, participants in the FGDs were encour-
aged not to use names or identifiable titles in address-
ing others during the recording of the proceedings. 
Informed consent was sought verbally before each in-
terview or FGD. 
 
RESULTS 
Clinic exit interviews 
Females dominated representing 70.2% (n=803) of the 
respondents. The mean age (± standard deviation) was 
32 ± 12 years. The respondents were almost equally 
divided into those who were patients i.e. they were at 
the clinic for their own healthcare needs (50.7%) and 
those who had accompanied patients (children, spouses 
and other family members) (49.3%).  
 
The majority (83.3%) said they waited for less than 1 
hr before being registered or receiving their card. 
Those waiting for one to two hours and more than two 
hours were 14.7% and 1.9%, respectively. The majority 
(83.4%) found the waiting time reasonable. The pro-
portion of respondents who waited for less than one 
hour between receiving their card and seeing the medi-
cal assistant was 52.2%, with the rest waiting for more 
than 1 hour. The mean waiting time reported by the 
respondents between receiving their card and seeing 
the medical assistant was 50 ± 32 min. The mean (± 
SD) of the total waiting time from arrival at the clinic 
to seeing a medical assistant anticipated by respondents 
was 49 ± 32 min (n=683). Table 1 presents the findings 
of this study using some indicators.  
 
Table 2 gives the proportions of respondents assessing 
categories of attitude of the various health workers in 
the facilities. The proportions of respondents and their 
rating of cleanliness in the various facilities and their 
surroundings were as follows: very clean 23.3%; clean 
56.8%; fairly clean 17.3%; dirty 1.4%; very dirty 0.2% 
and no response 1.0%. 
 
Table 1 Indicators of quality care: Proportions of re-
spondents in KEEA District, Ghana who said “Yes” 
 
Indicator %  
(n=803) 
They were asked by doctor to explain 
problem  
97.9 
They were physically examined  73.8 
They were told what was wrong  43.3 
They were given instruction /advice about 
illness  
46.1 
Other people were in consulting room  (No 
privacy) 
10.5 
They received all prescribed drugs  83.4 




The levels of satisfaction and the proportions of re-
spondents were as follows: very satisfied, 26.5%; satis-
fied, 62.8%; fairly satisfied, 6.4%; dissatisfied, 1.4%; 
very dissatisfied, 0.2% and no response, 2.7%. A proxy 
used for satisfaction with care given in the facility was 
whether or not a respondent was willing to recommend 
a facility to a friend or to go back to a facility. About 
94% of the respondents were willing to recommend the 
facility to a friend or to go back to the facility. 
 










Very good (%) 38.0 27.1 47.9 38.9 
Good (%) 57.0 36.7 47.2 52.2 
Fairly good (%) 3.0 1.9 2.4 5.1 
Poor (%) 0.6 0.4 0.7 1.2 
Very poor 0 0.1 0 0.1 
No response (%) 1.4 0 1.7 2.5 
No nurse available (%) - 33.7 - - 
 
Community Focus Group Discussions 
The majority of discussants said that the quality of ser-
vices in most of the facilities was acceptable. However, 
they identified specific issues with potential to impact-
ing utilisation and quality of care to include the follow-
ing:  
• The range of drugs given was limited to mainly 
painkillers, vitamins and antimalarials. A partici-
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pant said “Paracetamol, vitamin B complex and 
nivaquine are often given”  
• The staff were inadequate so the few available 
were overworked and tired affecting their per-
formance. 
• The referrals were too many and costly, encourag-
ing self-medication. They suggested having quali-
fied medical doctors visit on specified days to re-
duce referrals.  
• There was the need to provide ambulances or ve-
hicles especially to help transport referred cases. A 
participant said: “If we go with a taxi, we have to 
let the taxi wait to know if we would be referred. 
Otherwise if we let the taxi go, we end up having 
problems getting a vehicle to send the referral to 
the hospital.” 
• Some health workers were perceived as rude, un-
friendly, unapproachable or impatient, or did not 
respect patients. 
• Favouritism was sometimes practiced to the cha-
grin of other patients. They advocated respect for 
all.  
• There were no services on weekends, with only 
emergencies being treated. In certain facilities 
medical assistants were not available over the 
weekends. 
• Waiting times were longer, especially at the dis-
pensary or when going for an injection. The sug-
gested ideal total waiting time for seeking medical 
help was one hour.  
• There was the need to provide an Information or 
Complaints desk to help clients. 
• Health workers should be effectively supervised to 
reduce illegal charges. 
 
DISCUSSION 
The study found out that the majority of respondents 
were satisfied or very satisfied with the quality of 
healthcare delivery in the district in the exit interviews. 
Most of the indicators of quality used were scored posi-
tive by higher proportions of respondents. However, 
during the FGDs participants perceived poor attitude of 
some health workers, long waiting times, high cost of 
services, inadequate staff, policy of payment for health 
services, frequent referrals to hospitals, and lack of 
ambulances at facilities as being detrimental to effec-
tive delivery of quality healthcare. 
The majority of respondents in the clinic exit inter-
views were females. Females might play important 
roles in healthcare because if they were not patients 
themselves, they were most likely to accompany other 
patients, especially children or husbands. Men, report-
edly, are more likely to be at a clinic for their own 
healthcare needs.6  
 
Among the factors suggested to influence how patients 
experience a service are responsiveness and empa-
thy.10These might be outwardly displayed in the atti-
tude of health workers. Generally, the respondents in 
our study perceived the attitude of the various catego-
ries of health workers to be good or very good (Table 
2). Mothers attending child welfare clinic in the same 
district had perceived the attitude of service providers 
to be good because they were well received and at-
tended to.11  
 
The most powerful predictor for client satisfaction with 
services in rural Bangladesh was provider attitude or 
behaviour, especially showing respect and politeness 
for patients.12 This was more important than technical 
competence of the provider. Some health workers were 
perceived to have poor attitude. Improving the attitude 
of health personnel towards patients is said to enhance 
perceived quality of care. 13 Good interpersonal relation 
establishes trust and credibility by demonstrating re-
spect, confidentiality, courtesy, responsiveness and 
empathy.14 
 
Generally, the clients in our study found the cleanliness 
of the facilities to be good or very good. Basic ameni-
ties of health services such as clean waiting rooms are 
aspects often highly valued by patients.15 Efforts would 
have to be made to maintain this. 
 
Prompt attention has been shown to be a key dimension 
in surveys of community satisfaction with health ser-
vices.16, 17, 18, 19, 20 Individuals value prompt attention 
because it might lead to better health outcomes, allay-
ing fears and concerns that come with waiting for diag-
nosis and treatment. 21 Prompt attention on its own is 
not a function of health improvement, but it is a dimen-
sion of patient satisfaction.19 In our study, the ideal 
total waiting time was about 1 hr and patients expected 
to be seen quickly, attributing long waiting times to 
unnecessary delays. Some patients identified the dis-
pensary and injection rooms as places likely to delay 
patients, so management will have to find out the 
causes of such delay and help minimize these. Longer 
waiting times were found to be significantly associated 
with lower satisfaction scores among patients in Mo-
zambique.6 
 
The proportion of respondents who said they were 
asked by the doctor to explain their problem has been 
used as an indicator in assessing quality of healthcare.4 
In our study this was very high (Table 1) and is com-
mendable. Another indicator is the proportion that said 
they were physically examined, which was fairly high. 
However, some respondents said that physical exami-
nations were either not done at all or done in a perfunc-
tory manner, lacking thoroughness.  
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Some said that sometimes prescriptions were written 
even before examinations were done which was dis-
couraging. These ought to be further investigated. 
 
A further indicator of quality was proportion of re-
spondents who were told the diagnosis. This was low 
(Table 1). The Ghana Health Service Patient’s Charter 
states that the patient has the right to full information 
on his or her condition and management and the possi-
ble risks involved. The District Health Management 
Team will have to educate health workers about this 
right and encourage information to be shared in a re-
sponsible manner. 
 
We used the proportion of respondents who were given 
instructions or advice about their illness as part of the 
consultation also as an indicator. We found this to be 
low (46%). Again, the Patient’s Charter enjoins health 
staff to inform or educate patients about their illnesses. 
Communication between health workers and patients is 
a key component of patient satisfaction.22 Good com-
munication and caring relationship are important in 
achieving patient satisfaction.23 
 
There was a high level of privacy in the consulting 
rooms (Table 1). However, initial screening of patients 
at the Out Patients’ Department (OPD) was done in the 
open. Providing cubicles or screens will assure patients 
of confidentiality. Patients are more likely to give im-
portant medical history information to healthcare pro-
viders if there is respect for confidentiality.21 In rural 
Bangladesh, the second most powerful predictor for 
patient satisfaction with service delivery was the re-
spect for privacy.12 
 
We found that the proportion of 20 most prescribed 
drugs in the 4 health centres in the district that were on 
the list of tracer drugs approved by the Ghana Health 
Services ranged from 62-76%. This could explain why 
some drugs were not available. A number of studies 
suggest that appropriate drug policies are among the 
most important policy actions likely to improve quality 
of healthcare as drug supply is a very important deter-
minant of utilisation of health services.13, 24, 25, 26 
 
Patient satisfaction is generally considered as the extent 
to which the patient feels his needs and expectations 
are met by the services provided 27 and predicts both 
compliances28 and utilisation.29 As high as 89% of the 
respondents in our study were satisfied or very satisfied 
with their visit to a health facility. However, less than a 
third was in the very satisfied category (the top box). 
Efforts should be made to increase the “very satisfied” 
proportion in this district. 
 
What clients expect of services is instructive in making 
services responsive to the needs of patients and the 
community, and is also used in assessing quality of 
healthcare delivery. The expectations of respondents in 
our study from the FGD included nice reception from 
health workers; drugs being available and affordable in 
the dispensary, so that they could receive all their pre-
scriptions at one place; being well or thoroughly exam-
ined by the doctor, which gives the patient the confi-
dence that the doctor is knowledgeable and cares and 
will go to great lengths to get the correct diagnosis; and 
receiving good and prompt medical attention. The per-
ceptions of rural Mozambicans of healthcare services 
were similar6 pointing to a possible common challenge 
in healthcare delivery in rural settings in developing 
countries. 
 
Some policy issues requiring action by DHMT were 
identified. One policy action is to institute regular cus-
tomer-relations training courses run professionally to 
help staff improve or maintain good inter-personal 
skills. Furthermore, the Patient’s Charter and Rights 
should be enforced vigorously after educating all health 
workers on these. Complaint desks should be estab-
lished at all facilities with assurance that concerns 
would be addressed effectively, while allaying fears of 
victimization. Screens or cubicles should be provided 
at the outpatient department to improve privacy. Lastly, 
the national drugs policies and essential drugs list need 
to be reviewed, making them more responsive to pa-
tients’ needs and improving availability. 
 
The study concluded that the quality of healthcare as 
measured by the indicators used were generally per-
ceived to be high except in patients not being told the 
diagnosis or given instructions or advise about their 
illness. There were concerns about the attitude of some 
staff and unavailability of some drugs. These should be 
addressed to improve quality further. Overall, the level 
of satisfaction was high and is commendable. 
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